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A recertificatic n survey was conducted from
Mareh 5, 200¢ through March 7, 2008 using the
fundamental & arvey process. However dus to
deficient prac ces in the Condition of Participation
of Active Trez ment, the survey was extended ta
examine this 1 ondiion. A random sample of
three clients v. as selected from @ residential
population of ve: females with mental retardation
and other dis: bilities.

1SINTNEY

The findings ¢ f the survey were based on
ubservations it the home and twe day programs,

fe
|

interviews wit clients and staff, and the review of Et
records, nclu. ling incident reports, g

o
W 120 | 483.410(d)(3) SERVIGES PROVIDED WITH W 120 | 4
OUTSIDE SC JRRCES _ -
The QMRP will review the client's dictarfneeds
The facility m sl assure that outside services with the appropriate staff at the day progr m.
meet the nee. s f each client.

This STAND# RIJ 'is not met as evidenced by:
Based on obs :rvations, Interview, and record
verification, th 2 facility failed to ensure that
outside servic 25 met the needs for one of three
clients includ¢ ir the sample, (Client #3)

. The finding in . des;

On March 5, . 0018 at 6:20 PM, Client #3 was
observed eati \q a chopped dinnaer. On March 6,
2008 at apprc dimately 12:00 PM, the client was
observed dur 1g lunch at her day pragram. The
clignt was obt erved eating a chopped chicken,
whole biack b :ans, greens and a whole dinner
roll. Inferviev ' with the Qualified Mental
Retardation F ofessional (QMRP) and Registered
Nurse on Mar :h 6, 2008 at approximately 2:30
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Continued Frc n page 1

PM stated tha the cllent received a chopped dist
due to her risk of aepiratlon. Review of the
client's curren pnysician's ardef at 2:00 PM
confirmed tha! the client was mrequired to recelve a
chopped diet.

483.420(2)(2) ROTECTION OF CLIENTS
RIGHTS

The facility mi st ensure the rights of all clignts,
Therefore the fasility must inform each client,
parent (if iz ' lient is a minar), or legal guardian,
of the cllent's nedical condition, developrmental
and behavior U status, attendant risks of
treatment, an  cf the right o refuse treatment.

This STAND# RI2 is not met as evidencad by:
Based on obs arvation, staff interview, and record
review, thefa ilily failed to establish a system that
wotuld ensure clients that were informed of their
risks and ben i's of thelr medication for two of
the three clier ts in the sample. (Clients #1 and
#3)

The findings [ 1o ude;

1. On March 3, 2008 at 5:23 FM, Client #1 was
observed dur g the evening medleation pass
being admini¢ lered Ativan 2 mg and Risperdal 2
mg. Interviev. with the Licensed Practical Nurse
(LPN) at appi sx|mately 5:45 FM revealed that
client was pre scribad these medications for
behavioral m: magement. Review of Client #1's
current physk ian's orders conflfmed that the
client was pre scribed the aforementioned
medication. | Ulther interview with the LPN
revealed that he medications were incorporated
Into the clleTm s Behaviar Support Plan (BSP)

W 120

W 124

il

1. The QMRP will ensure that the client’s medicel
decision-maker i3 mformed in writing of : he health
benefits and risks of recommended treany ents and
will obtain written consent for such treatrients.

¥/50)oy
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(X 1) DATE SURVEY

dated Februa y 4, 2008 to address targeted
behaviors thal included self-injurious behaviars,
physical aggn ssion, property destructian,
disrobing and nappropriate toughing.

Interview with the Registered Nurse during the
entrance cont rence on March 5, 2008 at 3:46
PM revealed | 1at Client #1's mother was very
involved in he -life but was not the client's legal
guardian. Re 'lew of the client's, psychological
assessment o ated July 1, 2007 on March 6, 2008
at revealed th it the client did not have the ability
to make decis otis oh his behalf regarding
habilitation pk noing, residential placement,
finances, trez ment and medical matters. There
was no docur ented evidencs that Cliznt #1's
mother had b en informed of the health bensfits
and risks ass ciated with the use of her
psychetropic 1edlcatlons. Also there was no
evidencea that iz mother had consented ta the
use of the ps shofropic medications and
correspondini ESP,

2. On March j, 2008 at 4:39 PM, Client #3 was
observed duri \g the evening medication pass
being adminis :ered Buspar 15 mg, Depakote 500
mg and Seroc uetl 100 mg. Interview with the
Licensed Praz tical Nurse (LPN) at approximately
5:45 PM reve: led that client was prescribed these
medicatiens fr pehavioral management Review
of Client#3's :u;rent physician's orders confirmed
that the client x¥as prescribed the aforementionad
medication; | urther interview with the LPN
ravealed that he: medications were incorporated
Into the client ; Biehavior Support Plan (BSP)
dated Februa y 13, 2008 to address targeted
behaviors tha ircluded screaming, self-injurious
behavicrs, ph 'sizal aggression, property
destruction, d srobing and inappropriate touching.

2. Sce response to #1 above.
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Interview with he Registered Nurse during the
entrance canf yence on March 5, 2008 at 3:45
PM revesled { 1at Client #3's mother was very
involved in he life but was not the client's legal
guardian. Rev ew of the client's, paycholagical
zssassmant ¢ ated July 1, 2007 on March 6, 2008
at revealed tr 2t the client does not have the
abillty to make dzcisions on his behalf regarding
habilitation pk nriing, residential placement,
finances, trea! nant and medical matters, There

.| was no docun ented evidence that Client #2's
mother had be en informed of the health benefits
and risks ass cisted with the use of her
psychotropic | Jedications. Also there was no
evidence that he mother had consented to the
use of the psy shotrapic medications and
carrespanding BSP,

W 130 | 483.420(=)(7) PROTECTION OF CLIENTS W 130 -

RIGHTS “The QMRP will pravide retraining to stafl cn sach
person’s right to privagy.

The facility m sl ensure the rights of all clients.
Therefore, the fagility must ensure privacy during
treatment anc cire of personal needs. ‘ % / oF

This STANDA R is not met as evidenced by:
Based an obs :rvation, the facility falled to ensure
that clients wt re provided privacy durlng care of
persopal neet s for one of the three clients in the
sample. (Clie 1t #2)

The finding In: iludes:

On March 5, 7 008 at 3:25 PM, staff was observed
changing Clie t#2's adult protective
undergarmen' s {APU's) in her bedroom with the
door wide ope ned. The direct care staff did 1ot
close the doal Upon my entry into the hallway.
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W 130

W 148

W 153

Continued Frr m page 4

The surveyor stnod in the client's badroam
doarway in:cl ar view of the sllent being changed.
At no fim= du ing the observation did the direct
care staff atte ipt to protect Cllent #2's privacy by
closing the dc or.°

483.420(c)(8, COMMUNICATION WITH
CLIENTS, P£RIENTS &

The facility!m is: notify promptly the client's
parents or gu wrtlian of any significant Incldents, or
changes in th 2 cllent’s condition including, but not
limited to, =er ouis lliness, accldent, death, abuse,
or unauthoriz «d absence.

This STAND, RD is not met as evidenced by:
Based on int, rview and record review, the Tacility
failed to notif. parents end/or guardians of
significant inc dents, for one of the three clients in
the sample. | Client #2)

The findings i clude:

Review of the u-usual incidents on March 5,
2008, at appt »xImately 2:15 PM revealed an
incident dater January 17, 2008. The incident
documented hzit Client #3 hit Client #2 in the
face, The ind ident failed to Indicate that the
client's family was made aware of the incident,

Interview witt the Qualified Mental Retardation
Professional »n Marech 7, 2008 at 10:00 AM
acknowledge ] the deficient practice.
483.420(d)(2 STAFF TREATMENT OF
CLIENTS '

The facility, m ust ensure that all allegations of
mistreatimen! neglect or abuse, as well as
injuries of 4n! :nown source, =@re reported

W 130

W 148

W 163

The QMRP will provide refresher training to ail
staff on incident management, including r:quired
notifications.

Wﬁ 88"
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W 153

W 186

Continued Frc. n page 5 ,
immediately & the administrator or to other
officials in ace rdance with State law through
established. pt )cadures.

This STANDA ) is not met as evidenced by:
Based on Inte view and record review, the facility
failed to ensu & that all unusual incidents
including injur es of unknown origin were reported
Immediately t¢ the administrator and other
officials accor lirg to district law (22 DCMR,

‘Chapter 35, £ ction 3519.10) one of the three

clients in the { wility. (Client#2)
The findings i icluds:

1. Review of he unusual incidents on March 5,
2008, at appr ximately 2:15 PM revealed an
incident datec: January 17, 2008. The incident
documented { 1al Client #3 hit Client#2 in the
face. The inc dent failed to indicate that the State
Agency, the ¢ lents family or the administrator
was made aw ir¢ of the incident,

2. Raview of he unusual incidents on March 5,
2008, at appr ximately 2:16 PM revealed an
incident datec. November 15, 2007. The incident
documented i 1at Client #3 scratched Client #2 In
the face. The incident failed to indicate that the
adminlstrator vzs made aware of the incident

Interview with the Qualified Mental Retardation
Professional « n March 7, 2008 at 10:00 AM
acknowledge. the deficient practice.
483.420(d)(4 STAFF TREATMENT OF
CLIENTS

The results o all investigations must be reported
to the admini, tritor ar desighated representative

W 153

1. Sec rcsm4_8.

2. Sec response to W148,

W 156

See response to W148,

5/,60/05/

_/’;‘/fa/ﬂﬁ’
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Continued Frc m page 6

or to other offi sials in accordance with State law
within five wor <iig days of the incident

This STANDA R[D Is not met as evidenced by:
Based on rec' rd review, the facility failed to
ensure the re: ulis of investigations were reported
to the adminis rator or designee for two of the five
cliznts residin | in the facility. (Clients #2 and #5 )

The finding.in: fudes:

Review of the uriusual incidents and investigative
reports on Mz ¢l 5, 2008, at approximately 2:15
PM revealed : n unusual incidents dated January
1, 2008, Janu. iy 17, 2008, February 11, 2008,
November 15 2308, and November 26, 2007.
The incidents weire investigated, however, there
was no evider ce that the administrator was made
aware of the 1 :sults of the investigations.

Interview with the Qualified Mental Retardation
Professional ¢ n March 7, 2008 at 10:00 AM
acknowledge« the deficient practice.
483.430(a) Q| IALIFIED MENTAL
RETARDATIC N PROFESSIONAL

W 156

W 159
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YAG REGBULATORY OR 1L.8C IDENTIFYING INFORMATIDN) TAQ CROES-REFERENCED TD TIE APPROCPRIATE NATE
DEFICIENCY)
W 000 | INITIAL. COMMENTS W Qo0

A recertification survey was conducted fram
Mareh 5, 2008 through March 7, 2008 using the
fundamental survey process. However due to
deficlent practices In the Condition of Participation
of Active Treatment, the survey was extanded to
exartnine this condition. A random sample of
three clisnts was selected from a resldentlal
populetion of fiva females with mental retardation
and other disabilities.

The findings of tha survey were based on
observatinns at the home and two day programs,
interviews with clients and staff, and the raviaw of
records, including incident reports.

W 120 | 483.410(d)(3) SERVICES PROVIDED WITH W 120
QUTSIDE SOURCES

The QMRP will review the clicnt’s dielary noeds
The facility must assure that outside services with the appropriate staff at the day program.
inest the naesds of each client. '

o5
This STANDARD ‘is not met as evidencad by:
Based on observations, interview, and record
verlfication, the facllity failed to ensure that

nutside services met, the needs for one of three
clients include in the sampie. (Client #3)

The finding includes:

On March 5, 2008 at 6:20 PM, Cllent #3 was
observed eating a chopped dinnar, On March &,
2008 at approximately 12:00 PM, the client was
observed during lunch at her day program. The
client was observed eating a chapped cliicken,
whola hlack heans, greens and a whole dinner
roll.  Interview with the Qualified Mental
Retardation Profassional (QMRP) and Ragistared
Nurse on March 6, 2008 at approximately 2:30

TABNRATARY GIRECTOR'S OR PROVIDER/SUPPLIER REFRESENTATIVE'S SIGNATURE TITLE (X\) PATE

b %%&Ww Directyr of Diseloitt by Sovvicos oLy

Any deficiency statermant ending with an asterisk (*) denotes a deficiency which the Inatitution may be excyséd from correcting praviding il is determined that
other safeguards provide sufficient protection to the patlents. (3ea inatructions.) Except for nursing hemes, tha findings steted atove are disclosabla 80 day=
follawing the date of SuTvey whether or not a plan of corragtion is provided. Far nursing homea, tha abhove findings and plans of corrcetion are disclosable 14
days following 1he tate Ihese documants are made avellahie to the taciity. If deficisneles ars clted, an appreved plan of correction i= reguisiie ta continued
pragram parlicipation, .
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PM stated that the client received a chopped diet
due to her risk of asplration. Review of the
client's current physician's order at 2:00 PM
confirmed that the client was required to recaive a
chopped dist. '

W 124 | 483.420(a)(2) PROTECTION OF CLIENTS W 124
RIGHTS

The facility must ensure the tights of all clienta.
Therefore the facility must inform each client,
parent (if the client is a minor), or lagal guardian,
of the client's medical condition, developmental
and behavioral status, attendant rigks of

' treatment, and of the right to refuse treatment.

This STANDARD s not met as evidenced by:
Based on observation, staff interview, and record
review, the facllity falled 1o establish a system that
would ensure gliants that were informed of theit
risks and benefits of their medication for two of
the threa clients In the samplea; (Clients #1 and
#3)

The findings include:

1, On March 5, 2008 at 5:23 PM, Client #1 was 1, The QMRP will ensurc that the clicnt’s medical

observed during the svening medication pass decision~-maker is informed in wriling of the health

being administered Ativan 2 mg and Risperdal 2 benefits and risks of recommended treatments and

mg. Interview with the Licensed Practical Nurse will abtain written consent for such treatments.

(LPN) at approximately 5:45 PM revealed that _ . _

client was prescribad these medications for ' y/,j'o/ 6y

hehavioral management. Review of Client #1's
current physician's ordars confirmed that the
client was prescribed the aforementioned
medication, Further interview with the LPN
revealed that the medications ware incorporated
Into the rlient'a Behavlor Suppart Plan (BSP)
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dated February 5, 2008 to address targeted
behaviors that included self-Injurious bahaviors,
physical aggrassion, property destruction,
dizrobing and inappropriate touching.

Interview with the Registered Nurse during the:
antrance conference on Mareh 5, 2008 at 3:45
PM revealed that Client #1's mother was very
involved in her life but was not the client's legal
guardian. Raview of the client's, psychologlcal
assassment dated July 1, 2007 on March 6, 2008
at revealed that the client did not have the abllity
to make decisioha an his behalf regarding
habilitation planning, residential placement,
finances, treatment and medical matters. There
was no documentad avidence that Client #1's
mother had been informed of the health benefits
and risks asgsociated with the use of her
peychotropic medications. Alsa there was ho
evidence that the mother had cansanted to the
use of the psychotropic medicationg and
corresponding BSF,

2. On March 5, 2008 at 4:39 PM, Client #3 was ‘
observed during the evening medication pass 2. Sc response to #1 above. ¢/5c/nd?
being administered Buspar 15 mg, Depakote 500 | -

mg and Saraquel 100 mg. Interview with the
Licensed Practical Nurse (LPN) at approximately
5:45 PM revealed that client was prescribed these
medications for behavioral management. Raview :
of Client #3's current physician's orders confirmed
that the client was prescribed the aforeamentioned
medication. Further interview with the LPN
revealed that the medicationg were incorporatad
into the cllent's Behavior Support Plan (BSP)
dated February 5, 2008 to addrass targeted
behaviors that included screaming, self-injurious
behaviors, physleal aggression, property
destruction, disrobing and inappropriate touching.
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Interview with the Registaraed Nurse during the
enhtrance confarance on March 5, 2008 at 3:45
PM revealed that Client #3's mother was very
invalved in her life but was not the client's legal
guardian, Review of the client's, psychological
assessment dated July 1, 2007 en March 6, 2008
at revealed that the cllant does not have the
ability to make decisions on his behalf regarding
habllitatlon pianning, residential placeiment,
finances, treatment and medical matters. There

.| was no documented evidence that Client #2's

mather had been informed of the health benefits
and risks assoclated with the use of her
psychotropic medications. Also there was no
evidence that the mother had consented to the
use of the psychotropic medications and
corresponding BSP.

483.420(2)(7) PROTECTION OF CLIENTS
RIGHTS .

The facility must ensure the rights of all clients,
Therefare, the facillly must ensure privacy during
treatment and care of personal needs.

This STANDARD is not met as evidenced by:
Based an cbservation, the facility falled to ensure
that clients were provided privacy during care of
personal needs for one of the three clients in the
sampla. (Clisnt #2)

The finding inclides:

On March 5, 2008 at 3:25 PM, staff was observed
changing Client #2's adult protective .
undergarments (APU's) in her hedroom with the
coor wide wpened, The direct care staff did not
close the door upoh my entry into the hallway.

W 124

W 130

The QMR? will ﬁ!u_\/iclc retraining to staff on each
person’s right 1o privacy.

%’i‘/af
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Continued Fram page 4
The surveyor stoad in the cliant's bedroom

W 130

W 148

doorway in cledar view of the client baing changed.
At no time during the ohservation did the direct
care staff attampt to protect Client #2's privacy by
¢loging the door.

483.420(c)(8) COMMUNICATION WITH
CLIENTS, PARENTS &

W 148

The facility must natify promptly the client's

notifications.

The QMRP witl providc refresher l,raﬂiin_g to all
staff on incident management, including required

W 153

parents or guardian of any significant incidents, or
changas in the cllent's condition including, but not
imited to, aerious llinass, accident, death, abuze,

ur unauthorized absence.

This STANDARD ia not met as evidenced by:
Based on interview and racord review, the facility
falled to notify parents and/or guardians of
significant incidants, for one of the three clients in
the sample. (Client #2)

The findings include:

Review of the unusual incidents on March 5,
2008, at approximately 2:15 FM revealed an
incident datad January 17, 2006, The incidant
documented that Gllent #3 hit Client #2 in the
face, Tha incident failed to indicate that the
client's family was made aware of the incident,

Interview with the Quallfled Mental Retardatior
Professional on March 7, 2008 at 10:00 AM
acknowladged the deficiant practice.
483.420(d)(2) STAFF TREATMENT OF
CLIENTS

The facility must ensure that all allegations of
mistreatment, neglect or abuse, as well as
injuries of unknown source, are reported

W 163

%o 8Y

FORM CME-2587(02-89) Pravious Vérsions Obsalste

Event ID; HDMC 14

Faclilty 10! 09G171

03/20/2008 T 14:35

If cantinuation sheet Page 6 uf 16

[TX/RX NO 9342]



FROM

FrAx NO.

03/20/2008 02:28 FAX 2024429430 HRA

DEPARTMENT OF HEALTH AND HUMAN SERVICES
_CENTERS FOR MEDICARE & MEDICAID SERVICES

Mar. 31 2088 B>:82PM P7/38

ooy

PRINTED: 03/20/2008
. FORM APPRQVED
OMB NQ_0838-0591

| STATEMENT OF DEFICIENGIEE ' |(X1) PROVIDER/SUPPLIER/CLIA
AND PLAN QF CORRECTION: IDENTIFICATION NLUMBER!

09G171

(%2} MLILTIPLE GONSTRUCTION
A, BUILDING

B. WING

(X3) DATE SURVEY .
COMPLETED

03/07/2008

NAME OF PROVIDER OR BUPPLIER

CARECO 11

STREET APDRESS, CITY, STATE, ZIF CORR
1701 24TH STREEY, NE
WASHINGTON, DC 20002

(X4 I
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH OEFICIENGCY MUST BE PFRECEDED BY FULL
REGULATORY OR LIC IDENTIFYING INFORMATION)

D PROVIPERS PLAN OF CORRECTION x5 |

PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMHLETION
TAG CROSS-REFERENCED TQ THE APFROPRIATE DATE

DEFIGIENCY)

W 153

W 156

Cantinued Fram page &

immediately to the administrator or to other
officials in accordance with State law through
established procedures.

This STANDARD s not met ma evidenced by:
Based on interview and record review, the facility
failed o ensure that all unusual incidents
including Injuries of unknowrn origin were reported
immediately to the administrator and other
officials according to district law (22 PCMR,

Chapter 35, Section 3519.10) one of the three

clients in the facility. (Client #2)
The findings include:

1. Review ¢f the unusual incidents on March 5,
2008, at approximatsly 2:16 PM revealed an
incident dated January 17, 2008. The Incident
documented that Client #3 hit Client #2 in the
face., The incident failed to indicate that the Stata
Agency, the clients family or the administrator
was made aware of the Incldent,

2. Review of the unusual incidénts on March 5,
2008, at approximately 2:15 PM ravesaled an
incident dated Nevember 15, 2007, The incident
documented that Client #3 scratched Cllent #2 In
the face. The incident failed to indicate that the
administrator was made aware of tha incident.

Intarview with the Qualified Mental Retardation
Profesgional on March 7, 2008 at 10:00 AM
acknowledged the deficient practice.
483.420(d)(4) STAFF TREATMENT OF
CLIENTS

The results of all investigations must be reported
to the administrator or designated repressntative

W 153

1. Sec response o W148.

2. See response to W148.

W 166

See response to W48,

Mﬁs 65 |

| ?%’o /a?

1//5’4 5§
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or ta other officlals in accordance with State law
within five working days of the incident.

This STANDARD is not met as evidenced by:
Based on record review, the facllity failed to
ensure the resulis of investigations were reported
to the administrator or designes for iwo of the {ive
clients residing in the facility. (Clients #2 and #5 )

The finding includes:

Review of the unusual incidents and investigative
reports an March &, 2008, at approximataly 2:16
PM revealed an unusual incidents dated January
1, 2008, January 17, 2008, February 11, 2008,
November 15, 2008, and November 26, 2007.
The incidents were investigated, howeaver, there
was no evidence that the administrator was made
aware of the results of the Investigations.

Interview with the Qualified Mental Retardation
Professional on March /7, 2008 at 10:00 AM
acknowledged the deficient practice.

W 168 | 483.430(a) QUALIFIED MENTAL W 15698
RETARDATION PROFESSIONAL

Each client's active treatment program must be
infegrated, courdinated and monitored by a
qualified mental retardation professional,

This STANDARD ig not mei as evidenced by:
Based on observation, intetview and record
verification, tha facility's Qualified Mental
Retardation Professional fajled to monitor and
coordinate services for the two of the thrée clients
in the sample. (Clients #1 and #2)

FORM CMB8-2587(02-89) Previcus Versions Obsolets Event ID: HDMC11 Faciity \0; oe@171 If continuation sheet Pagea 7 of 155

03/20/2008 THU 14:35 TUTX/RX NO 93421




FROM :

DEPARTMENT OF HEALTH

03/20/2008 02;26 FAX 2024429430

FRxX NO.
HRA

AND HUMAN SERVICES

Mar. 31 2008

gs:@2PM  P9-38
Hio11

PRINTED; 03/20/2008
FORM APPROVEDR
OMB NOQ. 0938-0391

CENTERS FOR MEDRICARE & MEDICAID SERVICES

ATATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA,
IDENTIFICATION NUMBER:

08a171

x2) MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

03/07/2008

NAME OF PROVIDER OR SPPLIER

CARECO 11 |

STREET AUDRESS, GITY, STATE, ZIF CODE
1704 24TH &TREET, NE

WASHINGTON, DC 20002

(X4) 10

FREFIX

TAG

SUMMARY STATEMENT OF DEFIGIENGIES
(EAGH DEFICIENCY MUST BE PRECEDRED BY FULL
REGULATORY OR LSG IDENTIFYING INFORMATION)

P
PREFIX
TAG

DEFICIENCY)

FROVIDER'S ELAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
RO23-REFERENCED TO THE APPROFRIATE

(%5)
COMP! ETION
" DATE

FORM CMS-25567 (02-98) Previaus Verelons Obsolets

W 159

W 188

| The taclity must provide each employee with

Continued From page 7
The findings include:

1. The QMRP falled to ensure Client #1's day
program had a current Individual Support Plen
(1SP) @s evidencod below:

During an intsrview with Glient #1's day program
staff on March 6, 2007 at 11:00 AM, it was
revealed that there was no cutrent Individual
Support Plan in the ciients record, Review of the
cllent's record verified the same. When this
information was brought to the QMRP, she
indicated that she had assumed the respengiblity
for the cliant on February 11, 2008, She was not
aware that the day program did not have the
necessary documents. ’

2. The QMRP failed to ensure Client #1 was
re-assessed by the physical therapist post
hospitalizetion. (See W210)

483.430(e)(1) STAFE TRAINING PROGRAM

initial and continuing training that enables tha
employee to parfarm his or her dutias effectively, |
efficiently, and competently.

This STANDARD is not met as evidenced by:
Based on observation, interview and record
review the facility failed to ensure staif was
trained on safe transfer techniques for one of the
three clients in the sample. (Client#1)

The finding includes:
On March 8, 2007 at 8:15 AM, Client #1 was

observed being transferred from tha couch to her
wheelchair by a staff. Interview with the House

W 1569

1. The Qﬁ[{?dwi—ll ensure that the
a cilrent copy ©

reasgessed by the physical thevapist.

W 189

The QMRP will cnsure that
physical transfers.

2. The QMRP will arrange for the client to be

slaff are traincd on safe

.

Day Program has
f the olicnt’s 18P in the record.

387
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W 189 | Continuad From page 8 ' W 189|

Manager ravesled that the staff was newly hired.
Raview of Client #1's phyaleal therapy
aszessment dated May 14, 2007 revealed a
recomimendation for a two-persen transfer for
safety. Although the House Maneger indicated
that she assisted the staff with the transfer, the
surveyer sotld not corrobarate the House
Manager's aceount.

W 210 | 483.440(c)(3) INDIVIDUAL PROGRAM PLAN W 210

Within 30 days after admission, the
interdisciplinary team must perforin accurate
asaessments or raassessments as needad to
supplement the preliminary evaluation conducted
prior to arlmiasion.

This STANDARD is hot met as evidenced by:
Based on observation, interview and record
review, the facility failed to ensure clients were
re-assesaed by the physical therapist after her
ability to ambulate decreased post hospitalization
for one of the three clients in the sampla. (Client
#1)

The findings include;
1. The facility falled to ensure Cliank #1 was i.The Ql\/fliP ‘will cnsupe tha,l—,a;ent#‘l is

re-assessed by the physical therapist after being reassessed by the Physical Therapist,
re-admitted to the facility as avidanced below: i//j&)’df

During the survey conducted March 5, 2008
through March 7, 2008, Client #1 was observed
being pushed In a wheelchair by staff. She was
alsa obsarved being repasitioned out of her
wheeglchajr onto the couch. Reviaw of the client's
physical therapy asssssment dated May 14, 2007
revealad that the consultant recommended that
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W 210 | Continued From page 9

the client use the wheelchair only for
transpartation; however, interview with the staff
revealed that the client's condition had changed
and she requlred the use of a8 wheelchair for
mobility. Interview with the Qualifiad Mental

. retardation Professional (QMRF) on March 7,

* 2008 at approximately 10:40 AM revealed that the
. client had hot been re-assessed by the Physical
Therapist past hospitalization. When asked what
the assessmentre-assessment policy was for the
facility, the QMRP indicated that the cllent should

have beeh re-assessed when she was
re-admitted from the hospital; and verified that
Client #1 had not been re-assessed.

2. The faeility tailed to ensura that Client #1's
feeding skills was assessed after being
re-admitted to the facility as evidenced balow:

During the evening observation en March 5,
2008, at 8:34 PM, staff fad Client #1 her dinner,
The staff did not encourage the client to eat
independently or with hand over hand assistance,
Obhservations at the day program on March 6,
2008 at 11:50 PM, Client #1 was eating her lunch,
She fed herself Independently with staff assisting
to wipe her mouth, The contrast in observations
was brought to the aftention of the Quallfled
Mental Retardation Professlonal (QMRFP). Thera
was no evidence that Cllent #1's eating aklills had
bean re-assessed,

W 249 | 483.440(d)(1) PROGRAM IMPLEMENTATION

As soon as the interdisciplinary taam has
farmulated a client's individual program plan,
each client must receive a cantinuous active

W 210

W 248

2. The QMRP will ensure that the cliont’s cating
skills are rcaggessod.

Yalos

The QMRP will review and revisc the active
(reatment program as needed, and provide training
10 staff and the nurse in implementation and
documentation

treatment program consisting of heeded / :
interventians and services in sufficlent number Vo) o¥
and frequency to support the achievement of the
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objectives identified in the individual program
plan.

This STANDARD s not met as evidenced by:
Based on observation, staff interview and record
verification, the facility failad to provide
continuous astive treatment for one of the thres
clients in the sample. (Clients #2)

The finding includes:

During the medlcation pass observation an March
5, 2008 at 5:37 PM, Client %2 recelved her
medicine. As the nurse was preparing to pour the
liquid lactulose, the client asked the nurse, "do
you want me io pour it?" The nurse made an
attampt to assist the client in pouring the
medication, however due to the clients inability to
grazp the bottle, the nurse poured the medication.

Review of the clients Indlvidual Program Plan
(IPF) revealed that Client #2 has a program to
improve her home management skills by learning -
to pour items of her choice with 50% verbal
prompis for three consecutive months, Aceording
to the instructions to the staff, they were to assist
the cllent in pouring the fiquid iterm by using hand
over hand assistance. Intarview with the
Qualified Mental Retardation Professional
(QMRP) on March 7, 2007 at approximately 10:45
AM revealed that the program was developed as
a day program goal, hawever the QMRP
acknowladged the group home staff were
documenting the implementation of the program. |
When asked why the nirse did not implement the
program, the QVIRP was unable ta answer the
guestion.
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483.440(F)(3)()) PROGRAM MONITORING &
CHANGE

The committee showld review, approve, and
monitor individual programs designed to manage
inappropriate behavior and other programs that,
In the opinian of the committee, involve risks to
client protection and rights.

This STANDARD is not mgt as evidenced by:
Based an observation, staff interview and recard
review, the facility's Human Rights Committes
(HRC) failed to review and approve the use of
restrictive maasures, for two of the three clients in
the sample. (Cliants #1 and #3)

The finding includas:

On March B, 2008 at appraximately 1:00 PM,
review of the HRG minutes and interview with the
Qualified Mental Retardation Professional
(QMRP) ravealnd
ihe HRC had approved the use of restrictive
technigues (i,e. bahavior support plan and
psychotropic madications) to manage behaviars
for Cllents #1 and #3 behaviors. [Saa W124]
ABR.440()(3)(ii) PROGRAM MONITORING &
CHANGE

W 283

The commitiee should Ingure that these programs
are conducted only with the written informed
canaant of the client, parents (if the client Is a
minor) or legal guardian,

This STANDARD is not mat as evidencad by:
Based on observation, staff interview and record
review, the facility failed to ensure that each
client's behavior intarvention techniqus, including

that there wag no evidence that '

W 262

W 263

The QMRP will cnsure that rostrictive measures
recommended to help the clients manage hehaviors
arc brought w the HRC for review and approval.

’//34)0?

See response 10 w124,
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the use of behavior modification drugs was
conducted with the written informed cangent of
the client, parents (if the client is a minor) or legal

quardian for two of the three clients in the sample.

{Clients #1 and #3)
The finding includes:
The facility failed to obtain informed consant prior

to the use of restrictive measures as described In
Client #1 and #3's Behavior Support Plan. [See

L W124]

483.460(2)(3) PHYSICIAN SERVICES

The fagility must pravide or cbtain preveniive and
general meadical care.

This STANDARD is not met as evidenced by:
Based on staff interview and racord review, the
facility falled to ensura that clients physician
orders were signed, timely for one of the three
clients. (Client #3)

The finding includes:

Review of Client #3's medical record on March @,
2008 at approximately 12:00 PM, revsalad a
telephone order trapscribed by the Registered
Nurse dated November 28, 2007. The arder did
not have a counter signature by the prescribing
physician. [The Director of Nursing stated that
the policy required that the primary ¢are physician
(PCP) sign talaphone orders within 24~48 hours.}

W 263

W 322

prescribing physician.

The RN Supervisor will ensurc that all physician
orders arc appropriately and timely signed by the

’/Z?a/a Y

W 325 | 482.460(a)(3)(iii) PHYSICIAN SERVICES W 325 _
The faellity must provide or obtain annual physical The QMRP will cnsure that all required lab studies ¥ Jz0./of
examinations of each client that at a minimum are performed per physician orders. i o
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includes routine screeting laboratory
axaminations as determined necessary by the
physician.

This STANDARD Is not met as evidenced by:
Based on abservations, staff interview and record
verification, the facility failed to ensure
recommended labaratory studies were obtained
for clients, timely for ona of the three clients in the
sample, (Cllent #3)

The finding Includes:

During the evening medication administration on
March 5, 2008 at 4:30 PM, Client #3 was
observed receiving Depakote 1000 mg. Interview
with the medication nursa indicated that the client
received the medication for her maladaptive
behaviors. Review of the clisnt's physician order
dated January 2008 revealed an order for
Depakote 600 mg every morning and 1000 mg
gvery evening. The order further required
Depakote levela studies 10 days after
implementaiiun of new dosage uf Depakote, On
January 29, 2008, the cliant's Depakote level was
41.0 {range 50-100). According to the Fabruary
20, 2008 Psychotropic medication review, the
Psychiatrist recommended to repeat Depakate
laborataty study if not within normal limits. At the
time of the medical record review on March 6,
2008, the facility failed to reépeat the study.
483.450(¢) NURSING SERVICES

The facility must provide clients with nursing
services in mecardance with their needs.

Trs STANDARD Is not met a8 evidenced by

W 325

W 331

The RN Supervisor will ensure that gl} medjcation
nurses are aware of and follow physiciuo orders
regarding medication administration and ‘
gutveillance (i.c., monitoring and reporting ghucose

levels, ol¢.)

HaoJog
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Based on observation, staff interview and record
review, the facility's nurse failed to inform the
physictan of blond sugar fingerstick vailes as
ordered for one of three clients in the sample.
(Client #3)

The finding includes:

On Mareh 5, 2008 3t 4:38 PM, the madication
nurse obtained a blood sugar reading via finger
stick from Client#3. The reading was 238, The
nurse was asked, "when should the physician be
notified of & glucese level?" The nuree Indlcated
that the physician should be notified of = blood
sugar level of 250 or grenter. Review of the
current physician's orders on March 6, 2007 at
9:16 AM, revealed that the physician should be
notified of blood sugars I the readings are below
A0 or greater than 200, Review of the nursing
note and interview with the Ragletered Nurse
ravealed no evidehce that the madication nurse
notified the physician of a finger stick reading of
238 as ordered by the physician.

483.470(g)(2) SPACE AND EQUIPMENT

The facility must furnish, maintaln in good repair,
and teach ¢lienta to use and to make Informed
choices about the use of dehtures, eyeglasses,
hearing and other communications alds, braces,
and other devices [dentifled by the
interdisciplinary team as needed by the client.

This STANDARD is not met as evidenced by:
Based on ebservation interview and record
review, the facility falled to ensure cliants were
furnished with recommended adaptive equipmeint
for one of the three clients in the sample. (Client

W aa1

W 436
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The findings include:

1. During the survey conduetad from March 5,
2008 through March 7, 2008, Client #2 was
observed without any adaptive equipmant(i.e.
glasses etc.). Review of the client's record on
March 6, 2008 at 1:00 PM revealed the
ophthaimologist evaluated the client on August
13, 2007, At that time she was prescribed
ginsses. Interview with the facility's nurse on
March 7, 2008 at approximataly 10;00 AM
revealed Client #2 has glasses but refuses to
wear them. When asked if there was a program
in place to encourage the client to tolerate her
glasses, the nurse and Quallfied Mental
Retardation Professional (QMRP) indicated that
there was no program in place to encourage
Client #2 to wear her glasses,

2. On March 5, 2008 during avening
obsarvations, Client #2 was observed with her fist
closed tignt. Further review of the client's medical
record un March &, 2008 at 10:47 AM, revealed &
Physical 'I'herapist assessment dated April 19,
2007. The assessment racommanded Swanson
cones for the client's hands. At no time durlng
the survey wag Swanson cones ohsered in the
client's hands. Interview with the QMRP on
March 7, 2008 at approximately 9:30 AM verified
that the client did not have the recommended
adaptive equipmant.
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1. "Ihe QMRT will develop a program to help the
client understand ihe need for her cycglasses and
wear them; the QMRE will train staff to implement
and document tha program.

9 [3e)ss-

2. The QMRP will obtain Swanson Cones and

ensure staff are trained to assist the ¢lient 1o use
them.
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1000 INITIAL COMMENTS 1 000
A re-licensure survey was conducted fram March
B, 2008 through Margh 7, 2005 using the
| fundamental survey process. However due to

deficient practices In the Condition af

Participation of Active Treatment, the survey was

‘extended to examine this conditlon. A randomn

sample of three residents was selected from @

residential population of five females with mental

retardation and other disabilities.

The findings of the survey were pased on

observations at the home and two day programs,

interviews with clients and staff, and the review of

records, including Incldent reports.

1043 3802.2(c) MEAL SERVICE / DINING AREAS 1043

Madified diets shall be aa follows:

(¢) Reviewed at laast quarterly by a dietitian.

This Statute is nat met as evidenced by:

Bascd oh record review, the Group Home for
Mentally Retardad Persons (GHMRP) failed tn
ensure that the modified dlet for one out of four
residents in the sample had been reviewed at
least quarterly by the consuiting diefitian for one
of the three residents in the sample. (Resident
#1) ‘

The finding includes:

Review of Resident #1's nutritional assessmant
dated May 22, 2007 on March 6, 2007 at 8:66 AM
revealed that the resident was recommencded a
1500 calorie saft bite sized textured diet, Further
review failed to show avidence that the facllity's
Nutritionist had reviewed Reasaldent #1's diet on a

See response to federal deficiency W120.
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quarterly basis. It should be noted that the l
resident was admitted to the hospital on
November 24, 2007 through December &, 2007
due 10 seizure activity. During the hospitalization,
a PEG tube was Inserted for femding while in the
hospital. Interview with Qualified Mantal
Retardation Professional (QMRP) acknowledged
that the residents nutritional status had not been
reviewed quarterly,

[ 208 3509.6 PERSONNEL POLICIES 1208 o
i The Human Resource Dirgetor will ensure that all
gl‘El‘ g:]aﬁg]glg}rlgaeﬁg:‘Zrhtz?lle;:pg\iﬁiyg‘ : ;T'sgglﬂn ‘g staff assigned Lo work at the Eﬁcility have  current
- : health assessiment on hle.

certification that a health inventory has bean annual health us

performead and that the employee ' s health status 17, / )O _
would allow him or her to perforin the required 36 6%
duties,

This Statute is not met as evidenced by:

‘Based on interviaw and record review, the Group
Horne for Mentally Retarded Parsons (GHMRP)
falled ta ensure that all staff had current health
certificates on file.

The finding includee:

Review of the perapnnel files on March 7, 2008,
revealed that one of the nine charts presented for
review failed to show evidence of a current
annual health assessment. It should be noted
that two staff records was not presented for
review therefore it could ot be defermined If they
had the requirad haalth inventory.
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Continued Fram page 2
3519.10 EMERGENCIES

In addition to the reporting requirement in 3518.5,
aach GHMRP shall notify the Department of
Health, Health Fagcilities Division of any ather
unusual incident or event which substantially
interferes with & resident ' s health, welfare, llving
arrangement, well being or In any other way
places the rasident at risk. Such netification shall
he made by talaphone immaediately and shail be
followed up by written notification within
twenty-four (24) hours ar the next work day.

Thig Statute is not met as evidenced by:

Based un interview record review, the Group
Home far Mentally Retarded Persons (GHMRF)
failed to ensure that the Administrator, was
notified of unusual incidents or evants that
substantially interfered with each resident's health
and welfara within twenty-four hours ar the next
work day.

The findings include:

1. Review of the uriusual incidents an March 5,
2008, at approximately 2:15 PM revealed an
incident dated January 17, 2008. The ingident
documented that Resident #3 hit Resident #2 in
the face. The incident failed to indlcate that the
State Agency. the residents family or the
adminigtrator was made aware of the incldent.

2. Raview of the unusual Incidents on March 5,
2008, at approximately 2:15 PM revealed an
ncident dated November 15, 2007 The tncident
documented that Resident #3 scratehed Resident
#2 in the face. The incident failed ta indlcate that
the administrator was made aware of the

1379
1379

See response 0 federal delicienc

jes W48,

‘-//3o s
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Continued From page 3
incident,

| Interview with the Quallfied Mental Retardation

Profesgional on Mareh 7, 2008 =t 10:00 AM
acknowledged the deficiant practice.

3520.2(d) PROQFESSION SERVICES: GENERAL
PROVISIONS

Each GHMRP shall have available qualifiad
profaesslonal staff to carry out and monitor
necessary professional interventions, in
accordance with the goals and ebjectives of every
individual hahilitation plan, as determined to be
necessary by the interdisciplinary team, The

' professional services may include, but not be
limited to, thase services provided by individuals
trained, qualified, and licensed as required by
District of Columbia law in the following
disciplines gr areas of sarvicas:

(d) Nuiritian;

This Statute is not met as evidencei by.

Based on record review, the Group Home for
Meritally Retarded Persons (GHMRP) failed ta
provide nutritional monitoring to direct care staff
to carry out the resldent's prescribed diet, as
determined to be necessary by the
interdisciplinary team.

The finding Includes:
Review of the personnel files an March 7, 2008 at

10:30 AM, revealed that the GHMRP failed to
provide a license for the nutritionist.

3520.2(g) PROFESSION $SERVICES; GENERAL
PROVISIONS ‘

{370

| 394

1397

1. 'I'he Muman Resourcas

The (fuman Resources Director \ffm‘ cnsure that &
current liconge for the psychologist 15 on file.

Dirvcetor will cnsure that

i ‘7’/36/08’

a current license for te nutritionist is on file.

. e’/fd/és"
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Each GHMRP shall have avaitable qualified
professional staff to carry out and monitor
nacessary professional interventions, in
accordance with the goals and objectives of avary
individual habilitation plan, as determined fo be
necessgary by the interdizciplinary team. The
professional services may include, but not be
limited to, those gervices provided by individuals
trained, quallfied, and licensed as requirsd by
District of Calumbla Iaw in the following
diseiplines or areas of services:

(g9) Psychology;

This Statute is not meat as evidenced by:
Based on record review, the Group Home for
Mentslly Retarded Parsons (GHMRP) failed fo
ensure that the licenses of all consultants wers
current and approved by District of Columbia
Licensing Board.

V'he finding includes:

Review of the persennel filas on March 7, 2008 at
10:30 AM, revealed that the GHMRP failed to
provide a llcense for the psychologist.

1208 3520.2(i) PROFESSION SERVICES: GENEFRAL | 399
PRQVISIONS

Each GHMRP shall have avzailable qualified The Iiuman Resources Dircu_mr‘wi'll cns\:n‘a that a
professional staff to carry out and monitor licensc for the Speach Pathologist is on file..
necessary professional interventions, in
accordance with the goals and objectives of every ‘
indivigiual habilitation plan, as determined to be ‘Zél)/é?
necessary by the interdisciplinary team. The
professional services may include, but not be
limited to, those services provided by individuals
trained, qualified, and licensed as required by
Health Regulation Administration
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District af Columbia faw in the following
disciplines or areas of services:

(i) Speech and language therapy; and...

‘This Statute is not met as evidencead by:
Based on record review, the Group Home for
Mentally Retarded Persong {GHMRP) failed to
ensure that the licanses of all consultants were
current and approved by District of Calumbia
Licansing Board.

| The finding includas:

‘| Review of tha personnel files on Maréh 7, 2008 at

10:30 AM, revealed that the GHMRP failed to
provide a license for the Speech pathologist,

3520.2(j) PROFESSION SERVICES: GENERAL
PROVISIONS

Each GHMRP shall have avallable qualified
professional staff to carry aut and monitor
necessary professional interventions, in
accordanca with the goals and objectives of every
individual habilitation plan, as determined io be
necessary by the intardiselplinary team. The
professional servicea may Include, but not be
limltad to, those services pravided by individuals
trained, qualified, and licansed as required by
District of Columbia law in the following
disciplings or arwas of services:

()) Recreation

This Statute is not met as svidenced by,
Based an recard review, the Group Home for
Mentally Retarded Persons (GHMRP) failed to
ensure that the licensea of all consultants were
current and approved by District of Columbia

1390

1400

The fucility no longer engages the reercation
spocialist.
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Licensing Board.

The finding includes:

Review of the personnel files on March 7, 2008 at

10:30 AM, revealed that the GHMRF falled to
provide a license for the recreation speclalist,

3520.7 PROFESSION SERVICES: GENERAL
PROVISIONS

Professional services shall be provided by

| programs operated by the GHMRF or personnel

emplayed by the GHMRP or by arrangemeants
between the GHMRP and other sefvice providers,
including both public and private agehcias and
Indlvidua! practitioners.

This Statute is not met @8 evidenced by:

Based on observatlons, interview, and record
verification, the Group Home for Mentally
Retarded Persons (GHMRP) failed to ensurs that
outside services met the needs for one of three
rasidents include in the sample. (Resident #3)

The finding includes:

On March 5, 2008 at 6:20 PM, Reaident #3 was
observed eating & chopped dinner. On March 6,
2008 af approximately 12:00 PM, the resident
wae observed during lunch at her day program.
The resident was observed eating a chopped
chicken, whole black beans, greens and & whole
dinner roll. Interview with the Qualified Mental
Ratardation Professional (QMRP) and Registered
Nurse on March 6, 2008 at approximately 2:30
PM stated that the resident received a chopped
diet due to her risk of aspiration. Review of tha
resident's current physiclan's order at 2:00 PM
confirmed that the regident was required to

1400

1 405

Sec responsé o Tederal doficiency W120.
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receive a chopped diet.
1428 3521.5(e) HABILITATION AND TRAINING | 428

Each GHMRP shall make modifications to the Sec response to federal deficioncy W210. / 33/
resident ' s program at least every six (8) months /30/o%
ot when the client:

(e) As indicated by a change in his or her health
status.

This Statute is not met as evidenced by:

Based on observation, staff interview and record
review, the Group Home for Mentally Retsrded
Persons (GHMRPF) failed to ensure Resident #1
racaived a re-evaluation by a physical therapist
after her ability to ambulete decreasad,

The findings Include:

1. The facility falled to ensura Resident #1 was
re-aesessed by tha physlcal therapist afier being
re-admitted to the facility as evidenced below:

During the survey conducted March 5, 2008
through March 7, 2008, Resident #1 was
observed being pushed in a wheelchair by staff.
She was aleo observed baing reposltioned out of
her wheelchair emnto the couch. Review of the
resident’s physical therapy assessment dated
May 14, 2007 revealed that the consultant
recommeanded that the resident use the
whealchalr only for transportation; however,
Interview with the staff revealed that the
resident's condition had ¢changed and she
requited the use of a wheelchair for muability.
Interview with the Qualltied Mental retardation
Professional (AQMRP) on March 7, 2008 at
approximataly 10:40 AM ravealed that the
regident had not baen re-agsessed by the

Health Regulation Administration
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Continued From page 8

Physical Therapist post hospitalization. When
asked what the assessment/re-assessment
pelicy was for the facility, the QMIRF indicated
that the resident should have been re-assessed
when she was re-admitted from the hospltal; and
verifind that Resident #1 had not been
re-assessed.

2. The facility failed to ensure that Resident #1's
feeding skills was assessed after being
re-admitted to the facility as avidenced below:

During the evenlng obaervation on March 6,
2008, at 6:34 PM, staff fad Resident #1 her
dinner. The staff did not encourage the client to
gat indepsndently or with hand over hand
assistance. Observations at the day program on
March 6, 2008 at 11:50 PM, Resident #1 was
eating her lunch. She fed herself independantly
with staff assisting to wipe her mouth. The
contrast in observations was brought to the
attention of the Qualifled Mental Retardation
Professional (QMRP). There was no evidenca
that Resident #1'e eating ¢kills had been
re-assassad.

3521.7(a) HABILITATION AND TRAINING

The habilitation and training of residants by the
GHMRP shall include, when appropriate, but not
he lirnlted to, the following areas:

{a) Eating and drinking (including tabl® manners,
use of adaptive equipment, and use of
appropriate utenails); '

This Statute is not met as evidenced by:

Based an observation, staff interview and record
review, the Group Home for Mentally Retarded
Persons (GHMRP) failed to train residents to use

| 428

1 430

Sec response to federal deficiency W436.
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adaptive equipment for one of the three residents
in the sampla. (Resident #2)

The findings include:

1. During tha aurvey conducted from March 5,
2008 through March 7, 2008, Resldent #2 waa
observed without any adaptive equipment(i.e.
glasses etc.). Review of the resident's record on
March 8, 2008 at 1:00 PM revealed the
ophthalmologist evaluated the resident on August
13, 2007. At that time, the client was prescribed
glasses. Interview with the facllity's nurse on
March 7, 2008 at approximately 10:00 AM
revealed Resident #2 has glasses but refuses to
wear themn. When asked if there was a program
In place te encourage the resident fo tolarate her
glasses, the nurse and Qualifled Mental

’| Retardatlon Professional (QMRP) indicated that

there was no program in place to encourags
Residant #2 o waar her glasses,

2. On March 5, 2008 during evening
observations, Resident #2 was obsarved with her
fist closed tight. Further review of the resident's
medical record on March 6, 2008 at 10:47 AM,
revealed a Physical Therapist assessment dated
April 18, 2007. The assessment racommended
Swanson cones for the residant’s hands, Atna
time during the survey was Swanson canes
pbserved in tha resident's hands. Interview with
the QMRP on March 7, 2008 at approximately
9:30 AM varified that the resident did not have the
recommended adaptive equipment.

3521.7(f) HABILITATION AND TRAINING

The habilitation and training of residents by tha
GHMRF shall include, when appropriate, but not

be limited to, the foliowing areas.

| 430

1 436 - - ==
See response to federal deficiency W249.
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() Health care (including skills refated to nutriton,
use and self-administration of medication, first
aid, care and use of prosthetic and orthotic
devices, preventive health care, and safety);

This Statute & nat met as evidenced by!

Based on abservation, interview and record
review, the Group Home for Mentally Retarded
Persons (GHMRP) failed to ensure the
habilitation and training to residents in the domain
of self medication for one of the three residents In
the sample, (Resident #2)

The finding includes:

During the medication pass abservation on March
5, 2008 at 5:37 PM, Resident #2 recaived her
medicine. As the nurse wag preparing to pour
the liquid lactulose, the resident asked the nurae,
"Jdo you want me to pour it?" The nurse made an
attempt fo assist the residant in pouring the
medication, however due to the residents inability
to grasp the botile, the nurse poured the '
medication.

Review of the residents Individual Program Plan
(IPP) revealed that Resident #2 has & program to
Improve her home management skills by learning
to pour items of her chaice with 50% verbal
prompts for three consecutive months,

According to the instructions to the staff, thay
were {o assist the resldent in pouring the liquid
itam by using hand over hand agsistance.
Interview with the Qualifisd Mental Retardation
Professional (QVIRP) on March 7, 2007 at
approximately 10:45 AM revealed that the
program was developed as a day program goal,
hawever the QMRP acknowledged the group
home staff were documenting the Implementation

| 436
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of the pragram. When asked why the nurse did
not implement the program, thea QMRP was
unable fo answer the question,

| 441| 3621.7(k) HABILITATION AND TRAINING 1441

The habilitation and training of residents by the Scc response 1o federal deficiency W89, _
GHMRP shall inciude, when agpropriate, but not : 7[5’5/13}/
he limited to, the following areas:

(k) Mohility (including ambulation, transportation,
mapping and orfentation, and use of mability
enquipment);

This Statute is not met as evidenced by:

Based on abservation, staff interview and record
review, the Group Heme for Mentally Retarded
Persons (GHMRP) failed to ensure the
mabilitation of its residants included training in the
area of mebillity for one of the three residents in
the facility. (Residant #2)

The finding includes:

On March 6, 2007 at 8:15 AM, Resident #1 was
ohsarved being transferred from the couch ta her
wheelchair by & staff. Interview with the House
Manager revealed that the staff was newly hirer.
Review of Resident #1's physlcal therapy
assessment datad May 14, 2007 revesied &
racommendation for a two-parson teansfer for
safety, Although the House Manager indicated
that she assiated the staff with the transfer, the
surveyar colld not corroborate the House
Manager's account.

| 500t 3523.1 RESIDENT'S RIGHTS 1 500

Each GHMRF residence directar shall ensure

Health Reguiation Adminlstration
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that the rights of residents ara abserved and
protected in accordance with D.C. Law 2-137, this
chapter, anhd other applicable District and federal
laws.

This Statute is not met as evidenced by:

Based on abservation, staff interview and record
review, the Group Home for Mentally Retarded
Persans (GHMRP) failed to ensure the rights of
residents are abserved and protectad in
accordance with D,C. Law 2-137, this chapter,
and other applicable District and federal laws.

The findings include:

{ 1. Tha GHMRP falled tc establish a system that

would ensure residents that were informed of the
rsks and banefits of thelr medications. [See
Federal Deficiency Citation W124] :

2, The GHMRP failed to ensure its Human
Rights Committee (HRC) reviewed and approved
the use of restrictiva measures. [Ses Federal
Deficiency Citatinon W262]
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